
Marsh Dermatology 
 

PATIENT REGISTRATION FORM 
 

PATIENT INFORMATION       Today’s Date: _____/_____/_____ 
            Month         Day           Year 
 
Patient’s Name:________________________________________________________ Jr., Sr., Other _________ 
   First   Middle   Last 
 
Mailing Address:____________________________________________________________________________ 
   Street #      Street Name    Apt# 
 
     ___________________________________________________________________________________________ 
   City          State     Zip 
 
Home Phone: (        ) ____________ Work Phone: (        ) ____________ Cell Phone: (        ) ______________ 
 

Which is the best number to reach you?   Home____     Work____     Cell____ 
 
Employer: _____________________________________________________ City_______________________ 
 
Social Security Number: _____ - _____  - ______    Military Rank/Rate: _________________________ 
 
Date of Birth: _____/_____/_____         Gender:  M___   F___            Marital Status: ______________ 
  Month         Day           Year 
 
Referring Physician________________________________City_______________________ 
 
Primary Physician________________________________City________________________ 
 
In case of Emergency, who should be notified? _______________________Phone____________________  
 
Please add your preferred pharmacy: _____________________________City _______________________ 
 
RESPONSIBLE PARTY (If different from Patient) 
 
Name:_______________________________________________________________ Jr., Sr., Other _________ 
   First   Middle   Last 
 
Address:__________________________________________________________________________________ 
   Street #      Street Name    Apt# 
 
    __________________________________________________________________________________________________ 
   City          State     Zip 
 
Home Phone: (        ) ____________ Work Phone: (        ) ____________ Cell Phone: (        ) ______________ 
 
Which is the best number to reach you?   Home____     Work____     Cell____  
 
Date of Birth: _____/_____/_____   Social Security Number: _____ - _____ - ______   Gender:  M___  F___  
  Month         Day           Year 
 
INSURANCE INFORMATION (Please present Insurance card and Photo ID at time of check-in)  
 
Primary Ins. Co._________________________  Secondary 
 

Ins Co. ______________________________  

Name of Insured_________________________   Name of Insured________________________________ 
 
Insured’s ID/Policy #_____________________   Insured’s ID/Policy #____________________________  
 
Group # _______________________________   Group # ______________________________________  
 
Relationship of Patient to the Insured ____________  Relationship of Patient to the Insured __________________  
 

Please present insurance cards and photo ID to the receptionist so copies can be made. 


